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ATTACHMENT 5
Sample ADA 2000 claim form for dental services

(Changes in claim form instructions are circled)

Recipient, Im A.

1234567

MM  DD YYYY 1234567890

 OI-P M-5

I.M. Provider

1 W. Williams St.

Anytown WI 55555

 x 11
x

x x

MM DD YYYY D5110 1 Complete upper denture XXX.XX

MM DD YYYY   28 MOD D2160 1 Amalgam XX.XX

87654321 MM/DD/YYYY

XXX.XX
XX.XX

12345678


